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Attachment 4.19 - A
Page 83
State Georgia

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
INPATIENT SERVICES

The following changes will be effective for DSH payment adjustments made on or after
December 15, 2001:

e Division of Medical Assistance DSH criteria measuring Medicaid inpatient
utilization, Medicaid charges and Medicaid admissions will be modified so that a
hospital’s services to both Medicaid and PeachCare patients will be considered.

e Medicaid intensity rate adjustment payments will be reclassified to DSH payments
from the Indigent Care Trust Fund.
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